Report of X-ray examination (Dr. Salmond).-" The soft tissues of the left forearm and hand are studded with soft tissue growths, the majority of which have deposits of some opaque salt.
Bony changes are present at the inner side of the lower end of the humerus, olecrarion, lower end of ulna, and first and fourth metacarpals. At the situation of these changes the soft tissue growths are seen, suggesting that the changes are due to pressure or erosion." Sections show the tumours to be pure angiomata, not nmvo-lipomata ; the amount of fibrous tissue in it is very small.
A number of these tumours have been treated in various ways. When the patient was aged 16, five were removed, but some of these have recurred. One has been injected with sodium morrhuate; it has become a little harder, but there is not much difference in size. Three have been treated with radium needles and have somewhat diminished in size. Two were incised after the application of a tourniquet. The tumours collapsed as soon as the blood was let out, and were thought to be connected with the superficial digital vessels.
Dr. H. SEMON said that he had recently seen, in a baby, a cavernous nevus in the left frontal area. He had intended inserting radium needles into the base of it, but before doing so he thought it advisable to obtain the views of the Radium Institute where many such cases had been cured. Dr. Roy Ward kindly replied that short exposures of a surface applicator " varying from one to two hours were repeated every six or eight weeks." Usually a cure was obtained in from four to six treatments, and he thought radium needles definitely contraindicated in such cases.
Dystrophy of the Nails and Finger-tips.-A. M. H. GRAY, C.B.E., M.D. F. J., a married woman, aged 52, has been troubled with redness and scaliDg of the fingers of the right hand for the last four years. The trouble began in 1927 wvith some cracks on the finger knuckles which later became sore and discharged. This attack subsided, but in 1929 there was a recurrence of the condition; the nails became discoloured and there was discharge round them. The patient was said to have septic chilblains. For the last two years the hand has been kept tied up and she has scarcely used it.
At the present time the nails of the four fingers of the right hand are dry, brittle, and much broken up. There is also some crusting at the tips of the phalanges, particularly on the middle and ring fingers, suggestive of slight loss of tissue. There is very little change in the thumb nail. The skin of the fingers, and to a certain extent of the right hand, is a little redder than that of the left. The nails were examined for fungus, but none was found. Cultures were proved negative.
The pupils are unequal, the right being slightly larger than the left, and the palpable fissure on the right side is slightly larger than that on the left. X-ray examination of the cervical region shows rudimentary cervical ribs on both sides, that on the right being considerably larger than that on the left. There is no evidence of any enlargement of the heart or aorta, or of any disease of either lung. A skiagram of the hands shows no pathological change in the bones.
The patient was examined by Dr. F. M. R. Walshe, and he reports with regard to the condition of the hands: " I cannot satisfy nmyself that this is at bottom a nervous symptom-complex. It is true she had cervical ribs, but I cannot see that this has any relation to the condition, and all the ordinary signs and symptoms of rib pressure are absent. The slight myosis and enophthalmos on the left side probably represent an old partial sympathetic lesion, and this can stand in no possible relationship to her finger lesion. It is suggested that she has not a paralytic sympathetic lesion on the left, but an irritative one on the right. I am sure this is pure rationalization to make the signs fit the theory."
The Wassermann reaction is negative. The eyes have been examined by Sir John Parsons, who reports that the right pupil is larger than the left, but reacts to light and accommodation. The left pupil dilates irregularly to about 2 * 5 mm. with cocaine, suggestive of partial paralysis of the left sympathetic. There is no evidence of posterior synechia. The right pupil dilates fully and normally with cocaine. The patient is presbyopic and has been advised to get suitable glasses. The fundi are normal, but there is evidence of arterio-sclerosis causing distension of the veins.
As the patient was slightly hoarse, the tbroat was examined by Mr. S. A. Beards, but he found nothing abnormal in the upper respiratory passages.
Dr. Kenneth Harris kindly examined the patient's vascular reactions, and reports as follows: "The affected hand is colder to the touch than the unaffected. The fingers are blue and the hand is a patchy red and blue. On applying a venous pressure of 70 mm. for three minutes, the cyanosis was much more marked on the right hand and fingers. The reactive hyperemia after two minutes' occlusion was shorter lasting on the right forearm than on the left. There was only a patchy hyperemia on the right hand and none at all on the fingers. The left reacted normally. "With hot water (stinging heat) the vessels of the right hand did not dilate up completely.
When the hands were placed in water of 100°F. and pressure of 200 mm. applied to both arms for two minutes, there was no dilatation of the vessels of the right hand. "With a block of ice on the palms of her hands for five minutes, the hands became cyanosed, but there was no attack of pallor as in Raynaud's disease. After re-warming in hot water there was good dilatation of all the small vessels of the fingers, which became red and hot.
"Immersion of the hands at 150 C., 100 C., and 00 C. for four minutes each produced no attack characteristic of Raynaud's disease.
"Good flares and equal whealing with 1 in 1,000 histamine acid phosphate on each forearm. A wide area of goose skin on the left forearm, but none seen on the right forearm on strong faradic stimulation. With pilocarpine injection, one-sixth of a grain, sweating more on the left side of chest, hand and arm. Sweating equal over the face.
"The pulses on both right and left forearm were found to be equal, using Pachoni's oscillometer." I brought this case up because I was not clear about the diagnosis. The first question is whether it is a purely skin affection. Is it the result of some septic condition of the hands? Or is the condition due to the fact that she has been keeping the part tied up ? Or is it, possibly, a combination of both? I think we can rule out a fungus infection it does not look like that clinically, and the microscope and cultures proved negative. At first I thought it was a trophic disturbance, but Dr. Walshe is clear that no nerve lesion is present on the affected side. Another question is, is it vascular ? It is not thrombo-angeitis, and it appears not to be Raynaud's disease, and, in the absence of pain, it is not erythromelalgia.
Di8us88ion.-Dr. F. PARKES WEBER said he did not think that there was enough evidence to lead one to suppose that this was any kind of tropho-neurosis. The cause should be sought rather in a more purely dermatological direction.
Dr. H. MACCORMAC: It might be a unilateral lupus erythematosus. Dr. SEMON said he had been puzzled by a case exhibiting similar symmetrical symptoms of the outer three fingers in a woman aged 31. There was the same dry slightly exfoliative tendency, and the slight atrophy of the small pinkish lesions which had troubled the patient for three years because of the subjective sensations of tingling and loss of tactile sensation associated. He took the view that it was a case of lupus erythematosus of unusual type and distribution and prescribed injections of a gold salt. The resulting improvement was very striking and supported the diagnosis suggested.
Dr. S. E. DORE said he had seen a somewhat similar condition in a hysterical woman, who had had several of her nails removed on account of a chronic onychia. The only conclusion he could arrive at was that the condition was artificially produced, and he wondered if that was possible in the present case ?
The PRESIDENT, in reply, said that, largely because it was unilateral, he bad not thought the condition was lupus erythematosus. He would go into that question. Neither did the possibility of it being an artefact condition occur to him. The hand had been tied up for a long time. He did not see how that type of lesion could be produced artificially.
Lupus Erythematosus.-A. M. H. GRAY, C.B.E., M.D. The patient, a widow, aged 53, has complained for the last two years of redness and swelling of the face, backs of the hands and forearms, and dryness of the neck and front of the chest.
The eruption began about two years ago while she was convalescing at Brighton after an operation for an abscess in the right groin, the nature of which is not clear. The face and eyes became red and puffy and she attributed this to the cold wind. She had some treatment and the skin gradually became normal.
A year ago she went to California and the eruption on the face relapsed; again she was considerably exposed to the cold wind. Her blood was examined and she was said to be suffering from anmmia. She was given some internal treatment and a calamine lotion for the face and the condition began to improve. She returned to England in December, 1930 , and the skin continued to improve until June of the present year, when it relapsed. She has been subject to blueness and numbness of the fingers for the last eighteen months, especially in the cold weather.
At the present time the face appears to be slightly swollen, especially in the region of the eyelids, nose, and naso-labial folds. The skin, when picked up, feels thicker than normal and rather hot to the touch. There is a slight amount of scaling all over the face, but no follicular plugs are present, and the scaling is easily brushed off. There is no sign of atrophy.
On the sides and front of the neck, and over a large "V "-shaped area on the upper part of the chest and over the upper part of the back (the area exposed to light) the skin is red, shiny and rigid, and has numerous opaque white areas and telangiectases scattered over it. The lower edge is ill-defined and fades away gradually into the surrounding skin. There is a certain amount of scaling present.
On the back of each hand and forearm, extending up to about the middle of the latter, is a sharply defined, raised, red patch, with skin thickening and slight scaling. It forms a continuous sheet on the backs of the forearms and wrists, but tends to be broken up on the backs of the hands. It extends on to the dorsum of the thumbs and fingers and is more marked over the proximal and distal phalanges, the middle phalanges being relatively free.
At the roots of the nails telangiectases are visible, and over some of the fingers, particularly the thumb and index finger of the right hand, hyperkeratotic plugs are visible. There are similar patches on the front of both thumbs and on the right little finger; otherwise the palms and fronts of the fingers are free.
The patient has a red, scaly patch over the vaccination scars on the left arm, and some reddish areas which appear to be composed of dilated blood-vessels, but with no skin thickening or scaling, on the lower part of both thighs. On the mucous membrane on the inner aspect of the left cheek is a linear white patch with irregular outline.
In addition to this there is a foliated, pale patch over the upper part of the right scapula, apparently a Vorner's naevus anaemicus.
The blood-count is as follows:-R.B.C. 4,410,000; Hb. 90%; C.I. 1-02; W.B.C. 8,700. Differential: Polys. 48%; lymphos. 32 3%; eosinos. 20 5%. Intradermic tuberculin test, negative. A section taken from the back of the neck shows only slight changes. The papilla have flattened out so that the dermo-epidermal junction is practically a straight line. The epidermis is otherwise normal. The collagen bundles of the
